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Abstract

Background and objectives: Adherence to daily asthma controller medication has been shown to
be the most effective component of asthma self-management; however, patient’s adherence to
asthma medication remains poor. This study aimed to understand how patients’long-term asthma
controller medication adherence may be improved and facilitated by comparing key asthma stake-
holders’ perspectives. Method: Six focus group interviews including 38 asthma stakeholders (n =

13 patients, n = 13 pulmonologist physicians, and n = 12 allied healthcare professionals) were con
ducted. Interviews were qualitatively analysed. Results: Although similar themes were brought up
across different asthma stakeholders, the way in which they were framed differed across stake-
holders. The most salient discussion revolved around the content and the moment in which
asthma education should be approached to facilitate patients’ adherence to asthma medication.
Conclusion: Asthma medication adherence is a complex process and successful interventions
aimed at its improvement would benefit from: (a) making an effort to understand patients’ experi
ences and negotiate the treatment regimen, rather than imposing recommendations; (b) consid
ering treatment as a shared responsibility involving the patient, the healthcare professional(s), and
the patients’ social networks; and, fc) taking into account different stakeholders’ concerns, needs,
perspectives, and knowledge.

Introduction

Asthma is a common airway disease affecting 235 million peo
ple worldwide [1]. Although taking daily controller medica
tion has been shown to be the most effective component of
asthma self-management [2], adherence remains poor [3,4] and
is associated with poor asthma control [5]. Poorly controlled
asthma has both personal (e.g., reduced functional impairment)
and socio-economic consequences (e.g., increased expendi
tures to the public health system) [1, 6—8], making it an impor
tant therapeutic target.

Facilitators to long-term controller medication adherence
have been previously assessed [9—12]. Examples of facilitators
identified in previous research are: greater patient knowledge of
medication and disease, patient perception of medication bene
fits, patient access to personalised and patient-centered health-
care, patient access to a public drug plan, and a good patient-
physician relationship [11—15].

To better understand factors influencing asthma self-
management, different asthma stakeholders’ perspectives (e.g.,
patients, physicians) using different methodologies (e.g., qual
itative, quantitative) have been used [16—19]. These studies

showed that different asthma stakeholders perceive asthma self-
management in different ways. For example, Fumagalli and
colleagues [20] found that even when physicians and patients
were satisfied with medication efficacy—despite shared aware
ness and concerns about its long-term side effects—physicians
continued to prescribe the medication, whereas patients tended
to switch medication, skip or change doses, or even stop tak
ing it. This suggests that achieving asthma control should not
be seen as solely the patient’s responsibility, but as a shared
process involving different asthma stakeholders.

In the process of developing clinical interventions to pro
mote patients’ adherence to long-term asthma controller med
ication, understanding the underlying reasons for medica
tion adherence and non-adherence represents is considered an
important first step [21]. Although several interventions tar
geting a variety of asthma populations (e.g., children, adults)
and using different approaches (i.e., educational, motivational),
designs (e.g., correlational, longitudinal), and implementation
strategies (e.g., educational mailing, phone call follow-ups)
[22—27] have been developed, the efficacy of these interven
tions has been inconsistent [28—3 1]. This may be due to a fail
ure to consider different stakeholders’ perspectives, which is
an essential component of clinically successful interventions
[32, 33].

Although achieving asthma control is highly dependent
upon different asthma stakeholders’ perspectives, different
stakeholders may not necessarily share the same views [34].
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Therefore, we aimed to better understand how patients’ long-
term asthma controller medication adherence may be improved
by exploring and comparing key asthma stakeholders’ per
spectives on facilitators to asthma medication adherence. For
this reason, we used focus group interviews, a technique that
enhances discussion and exchange among participants and has
been widely used in asthma research [37]. Preliminary results
from this study were used to develop the Motivational Inter
vention for Asthma Control Trial (MI-ACT) [35] (Clinical
Trials.gov - Identifier: NCTOI 132430). This study showed
that adherence improved (medium effect size) in the inter
vention group when compared to the control group, indicat
ing that when stakeholders are consulted prior to designing
an intervention, there is the potential to optimise intervention
success.

Methods

Study design, participants, and procedures

We designed a qualitative, multiple-case study [36]. We inter
viewed a total of 38 asthma stakeholders purposefully selected
from a teaching university hospital. We grouped participants
into three cases representing different stakeholders (case 1 =

13 patients suffering from asthma; case 2 = 13 physicians who
treated patients with asthma, and case 3 = 12 allied healthcare
professionals [AHPJ providing asthma healthcare). Patients
were included if they: had a primary diagnosis of asthma con
firmed by chart evidence of a 20% fall in FEy1 after metha
choline challenge and/or bronchodilator reversibility in FEy1
of 16% [37], were between 1$ and 75 years of age, spoke
French or English, and had a prescription for inhaled corticos
teroids for at least 12 months.

We conducted 6 focus groups, 2 per group of stakehold
ers sampled, each of them led by a moderator and attended
by a participant observer and a stenographer who recorded
and then transcribed verbatim all focus group discussions [3$].
The 6 focus groups ranged in length from 100 to 120 min
utes and were conducted between February and June 2009.
Refreshments were offered to participants during the focus
groups.

All participants provided written, informed consent prior
to participating, after which they received general infor
mation about the study and the focus group procedures.
Following this introduction, the different asthma stakeholders
discussed: (1) their perspectives, concerning medication adher
ence, (2) barriers and facilitators to medication adherence,
and (3) what they considered an ideal intervention to improve
medication adherence. Stakeholders’ understanding of adher
ence and barriers to medication adherence were published in
a previous article [39]. In the present article, we present the
analysis of the data set dealing with facilitators to improve
patients’ long-term asthma controller medication adherence.
The main question was “based on your experience, what facil
itates (patient’s) adherence to prescribed long-term controller
medication?” Examples of other questions used to collect the
data analysed in the present paper were: “What helps you [a
patient] take medication as prescribed?” and “What should be
the goals of an intervention designed to enhance medication
adherence?”

Data analysis

The data was analysed following the thematic network analy
sis procedures [40], recommended to explore the understand
ing of an issue by extracting themes related to a phenomenon.
Identified themes were first clustered into basic themes (i.e.,
lowest order premises of evidence), then grouped into organis
ing themes (i.e., middle-order themes), and finally into global
themes (i.e., macro super-ordinate themes) representing the
overall analysis.

We first conducted within-case analyses by coding data into
different basic themes. Then, we related themes by both look
ing for patterns that connected those themes and re-arranging
themes into thematic networks that represented the conduc
tive thread underlying each stakeholders’ narrative. As such,
we developed a preliminary case-per-case framework. We then
conducted cross-case analysis to build abstractions based on
common and unique patterns across cases [36]. A challenge
we faced while comparing and contrasting [41] stakeholders’
views was identifying a common language across cases, i.e.,
similar words referring to shared meanings. To accomplish this.
we discussed the essential meaning of each theme portrayed in
each preliminary case-per-case framework, we then compared
the content coded and the labels we attributed, and finally, for
similar themes, we chose an encompassing label that repre
sented the similar themes across cases. These discussions con
tributed to the final version of each case-per-case framework.
We used the computer software MAXQDA (VERBI GmbH,
Germany, version 10) to support data analysis.

Results

Participants characteristics

Patients were 52.5 years old (Age range = 20—75; SD = 15.8).
69% were women, and had asthma for an average of 29.8 (SD =

22.3) years. They had a score of 1.25 (M = 0.64) on the Asthma
Control Questionnaire (ACQ) [42], denoting poorly controlled
asthma. Physicians were 44.3 (SD = 9.9) years old, 31% were
women, and had been practicing for an average of 14.1 (SD =

10.0) years. AHP were 41.5 (SD = 8.6) years old, 83% were
women, and had been practicing for an average of 19.9 (SD =

9.0) years as nurses (17%), technicians (33%), inhalotherapists
(33%), and pharmacists (17%). All participants spoke French.

Global theme and common organising themes across
stakeholders’ groups

Participants’ discussions were organised around one global
theme we named facilitators to patient’s tong-term adherence
to asthma controller medication. Table 1 displays the seven
common organising themes we identified across stakeholders.

Facilitators to long-term adherence to asthma controller
medication per stakeholder group

Patients ‘perspectives

Asthma is a disease experienced along a continuum. The
patients approached facilitators to long-term controller med
ication adherence by describing their medical condition as
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Table 1. Common organisational themes across cases.

Organisational themes, brief description. and example quotations

Lived experience

Having lived the consequences of an asthma exacerbation due to not adhering to prescribed asthma medication:
“No, you don’t play with your prescription. After having experienced the consequences of not takiitg the prescribed ,nethcation, oh! NC), you

don’t play with it anymore. You quickly tmderstand that you have to respect yottr prescription” (a 53 years old, male patient)
“Patients who have severe asthnta frequently become more adherent because at one point in their lives they played with medication and they

sttffered the consequences of not having taken it” (an allied health professional)
“It’s after having gone throttgh an asthmct crisis thctt you click that ‘ott have to take ‘our medication regularly” (a physician)

Acceptance

Acceptance of the diagnosis, of having a chronic disease, and the fact that there is an associated long-term treatment:
“So you have to accept that you hcive to take the medication even t oti re doing welt and not just as a mere response to your symptoms because

asthma is a chronic disease and therefbre requires long-term treatment” (a 68 years old, male patient)
“for young people, accepting that they hate a chronic thsectse it’s not eas’c That means thex won’t no longer have a ‘virgin ‘file... Bttt when

there’s no acceptance of the disease, the treatment is intermittent” (an allied health professional)
“A healthy person that all of a stidden is diagnosed with asthma perceives asthma as a handicap. So at the beginning, this person won’t simply

accept the received diagnose. But truth is that without acceptation of the disease there’s ito possible treatment” (a physician)

Self-management

Behavioural actions and strategies denoting the patient’s acknowledgement of the disease. as well as the ability to carry out the prescribed
treatment:
“Ifyou leave on holidays, then you. have to preview enough medication supplies to prevent tiny potential inconvenience” (a 31 years old, female

patient)
‘So it’s just kmtowing tltat when i’ott trctin you iteed to double your dose just because of the effom’ts you’re doing. Then you come back to the

ordinary dose” (an allied health professional)
“You scty to your [asthntaJ pcttients that yott wctitt to see them in a year from noiv, and the majority of them cu’e rectily happy. They want to be

followed tip” (a physician)

Patient knowledge

Being knowledgeable about both the disease and its treatment:
“I never take for gm’antect whctt I know about cisthntct, I want to know what’s going to happen to inc ut a ‘uture, That’s why I always pose so mitany

qttestiolts” (a 61 years old, female patient)
“Patiemtts need to have tips to help them ntanage their co,tdition property” (an allied health professional)
“fr we wamtt thent tof’ullow the trecttmeitt, then we have to give them alt the inf’urmation so that they are informed” (a physician)

Patient attitude

Attitudes and feelings with regard to asthma, and more specifically, its associated treatment:
“Taking the medication is part of nty daily routine, of nty daily habits” (a 62 years old, female patient)
“Discipline concerning the treatment relies upon motivation” (an allied health professional)
“Tite responsibility concerning tlte treatntemtt has to be shared. 1 agree with iity collectgue in that medication adherence is an individual choice

and requires internal mnotivatic)It “ (a physician)

Patient-physician relationship

The patient trusts the physician because of his or her professional background and his or her attitude (e.g,, they Listen, are gentle. comprehensive.
and understanding):
“He is very ptvfessiondil, he is a tltorough pItysic’icnt: I entirely trust hint, intctgine tltctt Ite has been nty physician since (nt 12!” (a 31 years old,

female patient)
“I think that being entpathic helps; also being open and non-judgemental” (an allied health professional)
“I have to put mvself’on the patients ‘shoes or I will jttst pick lies front tlteitt” (a physician)

Intervention

A short term educational and/or motivational treatment to enhance asthma self-management:
“Make thimtgs emtjoyable” (a 61 years old, female patient)
“The imtten’emttion has to provide tlte patient both the mtecessam—t ecluccttion and emtcourdtgememtt to cctrry oit with the treatment” (an allied health

professional)
“Umtifr all the informatiomt so that the patient knows what to do and is reasstim’ed” (a physician)
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experiencing an acute asthma exacerbation, as well as engag
ing in regtilar asthma self-management. The lived experience
of an asthma exacerbation, i.e., the real experience of physi
cally suffering the consequences of non-adherence to medica
tion, helped the patients realise the importance of taking their
medication. For example: “I suffered from neglecting to take
my medication, so I learned that I had to take it... or I’m

done. Therefore, I found myself a reason to adhere to medi
cation” (Male, 39 years). Associating the fact that an asthma
exacerbation could be related to non-adherence to medication
led patients to accept both their diagnosis of asthma and the fact
that it is a chronic disease requiring daily treatment. Acceptance
of the disease represented a second facilitator, as explained by
a 62-year-old female patient: “So I tried both taking and not
taking the medication, and finally, I decided that enough was
enough; I accepted I had asthma and that I had to take the
medication for the rest of my life.” Patients referred to
a third facilitator: asthma seifrmnanagement. Adherence to
long-term controller medication was described as one com
ponent of asthma self-management, along with the ability to
adjust medication as a result of anticipating asthma symptoms,
minimising the perception of side effects, perceiving the ben
efits of taking medication, perceiving that medication is user-
friendly and easy to administer, having strategies and resources
to optimise medication adherence, and having medical insur
ance and/or receiving free samples of medication. Some exam
ples are:

“Of course there are some associated effects to asthma medica
tion, but I decided to take it because I know it’s good for me”
(a 39-year-old, male patient)
“There are so many options in terms of medication formats that
you can now choose the one that fits you the best” (a 75-year-
old, female patient)

The conductive thread of patients’ discussions concerning
facilitators to medication adherence revolved around identify
ing and sharing ideas to face their daily struggle of dealing
with asthma. The asthma continuum entailed a learning pro
cess facilitated by the patients knowledge (e.g., disease and
treatment-related knowledge) and the patients’ attitude (e.g.,
once the disease is accepted, patients’ willingness to man
age it in the best way possible). Each event along this contin
uum (e.g., an exacerbation), if capitalised upon, could enhance
patients’ adherence to medication. Another facilitator to med
ication adherence identified by patients was having a trust-
based patient-physician relationship. This relationship had to
be nurtured from both sides, with patients showing honesty
and respect towards the physician, and with physicians showing
empathy and interest towards the patient.

Figure 1 displays the corresponding thematic network anal
ysis of facilitators we created with the organising themes. The
conductive thread we identified in the patients’ discussions was
highlighted in the figure.

Views on designing an adherence intervention. The
patients agreed that participating in a group (vs. individual ses
sions) educational intervention, including a motivational com
ponent, would facilitate medication adherence. Patients also
expressed that such an intervention should be delivered at the
last stage of the asthma continuum, i.e., after having an exac
erbation, because that was the time at which they were ready

Figure 1. Facilitators to long-term asthma controller medication adher
ence: the patients’ perspectives.

to engage in appropriate asthma “self-management.” as one
patient explained:

When the physician tells you: “Take the medication because
it will be good for you.” unless you know what may happen
to you, you don’t really pay attention. You start considering
seriously what asthma is after suffering an attack . . . when you
accept that you will have to take it for the rest of your life . . . Its
at that point when you want to learn more about your disease
(Male, age 53).

Patients agreed that any healthcare professional that was
empathetic, caring, and available to respond to their treatment
questions could deliver such an intervention, ideally, at an easy-
to-access place (e.g., close to home). For example: “Ideally [the
interventionj should be delivered by someone you trust, some
one with a shared vision ... But if the intervention can be deliv
ered at a place close to home, that’s a bonus!” (Male, age 53).

Physicians ‘perspectives

Taking the medication. The physicians’ conversations
concerning facilitators to long-term controller medication
adherence resulted in a spider-shaped pattern in which all facil
itators related to the conductive thread and core idea discussed:
“medication taking.” The thematic network analysis displaying
physicians’ discussion is presented in Figure 2.

Physicians were more likely to associate patient acceptance
of the importance of taking their medication to control asthma
as the primary facilitator to adherence and they did not believe
patients would be more likely to adhere because of the feared
negative consequences of a given lived experience (i.e., attack).

A physicians did not emphasise the importance of a patient’s

Intervention

Patient-physician
relationship

Act Patients knowledge

Lived experience
Patients’ aaide

[cceptance I >1 Medication intake k—_____.—j

Intervention

Figure 2. Facilitators to Long-term asthma controller medication adher
ence: the physicians’ perspectives.
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attitude (with the exception of motivation), they agreed that
patient’s knowtedge was crucial to asthma self-management
and medication adherence because an educated patient can
make more informed decisions. Physicians insisted that a key
component of patients’ knowledge was accurate interpretation
of symptoms, as noted in the following excerpt:

The truth is that medication intake is highly related to the symp
toms the patients have, but as well, to the way they interpret the
symptoms. When they’re doing well, they tend to say: ‘Tm ok,
I’m healed.” The patients usually use the past tense to refer to
their symptoms, when we all know asthma is a chronic disease.
So the way the patients conceive the disease, i.e., what they
know, what they believe, and how they interpret the symptoms,
it’s a combo that makes the patients either, as I call them, ‘stop
and go,’ so they take the medication if they’re having symptoms
and they stop when the symptoms are gone

In addition, physicians mentioned that the patient-physician
relationship, ranging from promoting patient empowerment to
using directive strategies to indicate what the patient should be
doing, were potential contributors of adherence. Finally, physi
cians believed that patients’ ability to identify the beneficial
effects of medication and minimise side effects (both compo
nents of good asthma self-management) were important facili
tators of adherence.

Views on designing an adherence intervention. Physicians
mentioned that an intervention aimed at facilitating medication
adherence should primarily offer the patient asthma education.
Although they did not offer any clarification concerning how
the content should be delivered, physicians explained that a
simple message adapted to the patient’s needs should be given
at each follow-up by all healthcare professionals involved.
Although physicians believed they were best placed to deliver
such an intervention, they admitted not having the time. They
proposed that education should be delivered by asthma educa

tors and reinforced by pharmacists.
Physicians also discussed the idea that adherence could

be improved at specific moments over the course of standard
treatment:

Physician 1: The frequency of the follow-up, I always ask myself that
question ... Some need a closer follow-up, a weekly
phone call, let’s say. If they get to adhere at that point.
then it’s done because they notice the benefits of
medication adherence, but if we offer a 3-to-4 month
follow-up, we lose them. So we should target the
follow-up depending on the patients.

Physician 2 I think there is a critical moment when we can enhance
and promote adherence. Once the patient is on the good
track, it works, but I think there is a moment when
they’re ready to listen.

Physician 3: Thus, a closer follow-up is crucial for those who do not yet
manage asthma properly ... But a yearly follow-up is ok
for those who are under control.

Allied healthcare professionals ‘perspectives

The key rote of education. AHP described facilitators to
long-term controller medication adherence as a complex pro
cess in which a patient’s knowledge was a core component and

an intervention specifically designed to enhance it was key to
support the patient in achieving asthma self-management. AHP
saw themselves as key contributors to this process by offering
patients the educational support required to respond to their
needs. The conductive thread in these stakeholders’ discussions

Figure 3. Facilitators to long-term asthma controller medication adher
ence: the allied healthcare professionals’ perspectives.

was the link between asthma education and appropriate asthma
self-management. The corresponding thematic network analy
sis is presented in Figure 3.

For AHP, fears about the lived experience of an asthma exac
erbation played a crucial role, as stated in the example provided
by one AHP: “Fear of undergoing another asthma attack is cm
cial for medication adherence.” The acceptance of the disease.
the availability of free medication samples, and having health
insurance also facilitated adherence in patients who accepted
the chronicity of asthma. One AHP said: “Once asthma is
accepted, the patient moves to ‘self-management,’ which basi
cally requires understanding and comprehending the disease.”
Another facilitator of asthma self-management identified by
AHP was the patient’s attitude, i.e., motivation and discipline.
A motivated patient was more prone to perceive the benefits of
medication taking, be attentive to the potential onset of symp
toms, and be willing to use strategies and resources to properly
manage asthma. Similarly, AHP explained that a trust-based
patient-pit ysician relationship in which the patient, with appro
priate physician guidance, was able to become more active and
responsible for his or her disease facilitated appropriate asthma
seItnzanagemen t.

Views on designing an adherence intervention. AHP
explained an educational intervention should be delivered
along a continuum to support the patients concerning asthma
self-management, respond to their evolving needs, and enhance
their sense of empowerment, especially in the form of infor
mation and organisational strategies (e.g., reminders to take
medication). According to AHP, another key element was to
ensure patients had access to medication, e.g., providing sam
ples. In addition, AHP strongly believed the intervention should
be delivered: face-to-face, for a duration of’45 minutes—2 hours,
by an interdisciplinary team of healthcare professionals having
available time to discuss various topics with patients and will
ing to verify patients’ inhaler techniques. One conversation fol
lows:

AHP 1: I would say that the intervention has to have an impact on
the patient ... it has to improve the patient’s health ... it
has to have an overall positive impact that the patient
can notice. The patient will be pleased with such an
intervention

Moderator: Excellent.
AHP 2: Yes, effectively, an intervention that is feasible and that

allows the patient to see that is doable.
AHP 3: 1 would add that the intervention . . .the patient has to

clearly see that the intervention is part of a process, of a
continuum, where all healthcare professionals contribute
in a singular way. but at the same time, head into the
same direction. So such an intervention cannot be
delivered by one health care professional, but by an
interdisciplinary team.

Intervention
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Discussion

Patients, physicians, and AHP discussed facilitators to
patients’ adherence to long-term asthma controller medi
cation. Although similar themes were identified across groups,
the discussions revealed different views depending on the
stakeholders’ perspectives. For patients, the core idea dis
cussed was the daily struggle of living with asthma. Patients
explained that having an asthma exacerbation due to poor
adherence contributed to both disease acceptance and engag
ing in appropriate asthma self-management that included
medication adherence. Physicians explained that since the
primary goal of treatment is to achieve and maintain asthma
control, the patient should take the medication as prescribed.
Finally, AHP stated that asthma education played a key role in
facilitating medication adherence and they saw themselves as
major contributors to this process.

A unique finding of this study is that it unveiled how dif
ferent asthma stakeholders may hold different perspectives
concerning asthma education and motivation towards asthma
treatment. While AHP endorsed developing educational inter
ventions aimed at supporting the patient along a continuum of
care, physicians recognised its importance, but did not empha
sise it; and both AHP and physicians, acknowledged but did
not highlight, the importance of motivational variables. Instead,
patients explained that they were most receptive of receiving
formal asthma education after having lived the experience of
an asthma attack and having accepted their disease, and agreed
that their attitude was crucial for dealing with the struggles of
dealing with nsthma-related issues. Thus, for patients, asthma
education and motivation (i.e., commitment, positive attitude,
self-discipline) were key components of medication adherence.
In this vein, it can be speculated that two of the facilitators iden
tified by patients, namely ‘minimising the perception of side
effects’ and ‘perceiving the benefits of taking medication’ may
result from a patient’s positive attitude.

All participants recognised the importance of asthma educa
tion around adherence [24, 43, 44]. However, previous research
shows asthma education in conjunction with an updated diag
nosis of asthma severity and symptom control may contribute
to medication adherence, but are far from being the solution, as
knowledge alone is insufficient for sustained behaviour change
[15, 45]. As noted by patients, it is probably the combination
of having suffered an asthma exacerbation, receiving asthma
education, and being motivated to seek treatment that makes a
significant difference concerning medication adherence.

The fact that patients, physicians and AHP perceive clin
ical encounters differently has been reported in the literature
[20, 39, 46, 47]. This suggests that there is a shared social
construction and transformation of knowledge across groups
[4$]. As such, for the physicians, who are the prescribers,
taking the medication was a core element, whereas for AHP,
asthma education, which is their main responsibility, was what
they perceived to be key. Finally, patients, who are those who
actually suffer from and have to manage the disease, experi
enced asthma along a continuum in which their needs might
change depending on the moment. Patients’ approach to med
ication adherence was similarly described by the Common-
Sense Model [49, 50] in which three stages of coping with
a disease were identified: interpretation of disease-related

information; coping with disease: and assessing the strategies
implemented to cope with the disease. Although the first stage
described in this model is consistent with the impact that the
lived experience of an asthma exacerbation has on patients (as
reported in this study), the present study contributed to a more
meticulous description of the processes the patients go through
before they appropriately manage their disease (i.e., what takes
place before adhering to medication).

Parts of the organising themes that we identified across
groups have been reported in previous studies [11—15]. For
example, the relationship between asthma self-management,
medication adherence. and patient acceptance of their disease
was described nearly 20 years ago [51]. Concerning the role
of the patient-physician relationship, Fainzang [52] found that
patients who adhered to medication were both those who took
medication without questioning the authority of the physi
cian and those who discussed their concerns towards medica
tion with their physicians. Patients in this study agreed that a
patient-physician relationship required engagement from both
the patient and the physician.

There are some clinical implications related to our tindings.
First, these findings suggest that when we take intervention
stakeholders’ perspectives into account at the time of devel
oping an intervention, it may contribute to design changes
that may help optimise patients’ responses to the intervention.
This indicates that it might be helpful to try to understand
the patients’ experiences [53] towards treatment from an
anthropological perspective, a professional attitude that has
been shown to be helpful for the treatment of adherence of
other diseases [52, 54], instead of ‘imposing’ adherence. For
example, under a shared decision-making model [55], previous
research has demonstrated that physicians and patients nego
tiations concerning treatment regimens that accommodated
patient goals and preferences resulted in significantly better
controller adherence and long-acting beta-agonist adherence;
higher cumulative controller dose; and quantitatively. but not
significantly, better outcomes on all clinical measures [56].
Second, achieving asthma control should not be viewed as
solely a patient-related responsibility: but instead, as a respon
sibility shared by all those involved in their care including
healthcare professionals.

As noted by patients when discussing their perspectives on
the design of a potential medication adherence intervention.
agreement among health care professionals is key to success
ful patient treatment. In line with previous evidence, AHP and
physicians might benefit from counselling training aimed at
enhancing patients’ adherence to medication [57]. Also, med
ication adherence may be facilitated by aspects affecting the
interaction between patient and physician (e.g., the implemen
tation of a patient-centered therapeutic approach) and factors
concerning available medical resources and provided services
(e.g., access to health care professionals, asthma education
and prescription renewal) [15]. Third, our findings support the
idea that any healthcare professional trusted by the patient
and knowledgeable in the field could deliver the intervention
[58]. Fourth, data from this study conceming patient-related
motivational variables were used to inform a subsequent
intervention. The results of this study indicated the impact
of the intervention on patients was positive (e.g., higher
percentage of refills and improvement in asthma control and
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asthma self-efficacy) [35]. This suggests that overall, asthma
interventions will be more successful if they are tailored
according to patients and health care professionals needs, con
cerns, perspectives, and inputs [57, 59, 60].

This study has some limitations. Data collection was based
on two focus group interview sessions in each stakeholder
group. While focus groups have been extensively used in health
research [611, some participants may have responded in a
socially desirable way or may have been prone to contribute
more to the discussion. Similarly, due to the qualitative nature
of the study, data represent participants’ subjective opinions.
To minimise these potential limitations, we sampled different
sexes and ages across groups, elicited responses from all par
ticipants, and encouraged sharing views openly and honestly.
Also, we did not necessarily achieve saturation (which was not
a specific goal of the study): however, our analysis revealed
that the data we presented achieved redundancy and consis
tency [62], but it prevented us from generalising our conclu
sions across different sex and age groups. A final limitation is
that although carefully selected, all stakeholders were recruited
from a single urban teaching university hospital, so data may
not be generalizable.

Despite these limitations, this is the first study to inform
and triangulate the perspectives of patients, physicians, and
AHP. Thus, this study is the first to inform the characteris
tics of a potential patient-based intervention that accounts for
the perspectives of both the ctsers and the professionals. Future
research should extend this evidence by sampling other people
in the patients’ social environment, such as partners and family
members. Concerning intervention delivery, it would be inter
esting to explore views on different teaching strategies (e.g.,
mini-group discussions) and approaches (e.g., inquiry learn-
ing).

Conclusion

Although approached differently, similar facilitators to med
ication adherence were discussed across different groups of
asthma stakeholders. The fact that medication adherence was
viewed differently by patients, physicians, and AHPs suggests
that the design of effective interventions to enhance patients’
adherence to long-term asthma controller medication has to
consider the needs of all stakeholders involved. By enabling
the expression of participants’ voices, we concluded that suc
cessful asthma interventions not only need to be well intended,
but also need to consider: (a) patients’ experiences and nego
tiate the treatment regimen, rather than imposing recommen
dations; (b) treatment as a shared responsibility involving the
patient, the healthcare professionals, and patients’ social net
works; (c) different stakeholders’ concerns, needs, perspec
tives, and knowledge. In sum, successful interventions aim
ing at improving patients’ medication adherence need to be
designed from a multi-level perspective that addresses the com
plexity of the phenomenon.
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